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National Birth Defects Prevention Improved National Prevalence 


Month and National Folic Acid Estimates for 18 Selected 
Major Birth Defects — 
Awareness Week 


United States, 1999-2001 
January is National Birth Defects Prevention Month, 


and January 9-15 is National Folic Acid Awareness Week Continuing efforts are needed to improve surveillance for 
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Information on Birth Defects Prevention Month is ~~ 
available from the March of Dimes (http://www.march 


ofdimes.com) and the National Birth Defects Prevention 
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Network (http://www.nbdpn.org). Information on 


National Folic Acid Awareness Week is available from the Recommended Childhood 
National Council on Folic Acid (http://www.folicacid and Adolescent Immunization 


info.org). . Schedule — United States, 2006 
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State birth defects surveillance systems traditionally have 
collected data on major structural birth defects and birth 
defects resulting from chromosomal abnormalities. Major 
structural birth defects are defined as conditions that 1) result 
from a malformation, deformation, or disruption in one or 


more parts of the body; 2) are present at birth; and 3) have a 


serious, adverse effect on health, development, or functional 


ability. Previous national estimates of birth defects prevalence 
were based on data from the Birth Defects Monitoring Pro- 
gram (BDMP); BDMP estimates used hospital discharge data 
to ascertain defects diagnosed at birth and were not popula- 
tion-based (2). The National Birth Defects Prevention Net 
work (NBDPN) collects population-based surveillance data 
annually from 34 participating states for up to 45 major birth 
defects and publishes the prevalence of these defects by stat 
(3). NBDPN data provide a means for comparing state 
specific prevalence estimates for each defect by state, racial 
ethnic population, type of surveillance, pregnancy outcomes 


included, and size of program; however, to date, national preva 


lence using these data has been estimated only for neural tubs 
defects \4). 


lo create the most reliable and valid estimates for nati 


ag ir 
prevalence, this analysis included only states that had 


1) active case-finding for all 18 included detects for 1999 


2001 birth years and 2) data reported to NBDPN for ail 3 years 
(1999-2001). NBDPN data from 11 states meeting these cri 


teria (Alabama, Arkansas, California, Georgia, Hawaii, lowa 


Massachusetts, North Carolina, Oklahoma, Texa 
1 . } 
were used to calculate State-specific and ave 


estimates (per 10,000 live births) and 95% confiden« 


vals for selected Categoric najor birth cefects: eve 


cardiovascular defects, « il defects, gastrointestinal deft 
musculoskeletal defects, and chromosomal defect 
Pooled (i.e., average 


were calculated by summing tl 


the 11 states and th 


Che selected detects were nosen because the 
able at or shortly after birth and their ascertainn 


t 


likely to be affected by regional differences in referral and clin 


cal management practices than other types of defects 
tube defects were excluded because the national preval 
these defects has been previously estimated usin; 
data #). Phe specific 


sig Se 
outcomes included for each state are detailed i1 


1: ™ > i] aa | a ’ 
directory (3). All sites ascertain cases by abstracting 


j 


records of potential cases identified from 1 
SIs | li “cf } | hh) 1 wna tT) liory hospitals in ? 
is indices from delivery and pediatric hospitals and - 
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of various hospital logs, includ 


tal intensive care unit, pathology, and surge 
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TABLE. Average prevalence* of 18 selected major birth defects in 11 states combined and estimated number of births affected by 


these defects each year, by birth defect — United States, 1999-2001 





11 states combined 


National estimates’ 





Average 


Birth defect' prevalence" 


(95% Ci**) 





Annual 


Prevalence no. of cases 


(95% Cl) (95% Cl) 





Eye defects 

Anophthalmia/Microphthalmia 2.09 
Cardiovascular defects 

Truncus arteriosus (also known as common truncus) 0.82 

Transposition of great arteries 4.74 

Tetralogy of Fallot 3.85 

Atrioventricular septal defect (also known as 

endocardial cushion defect) 4.32 

Hypoplastic left heart syndrome 2.39 
Orofacial defects 

Cleft palate only 6.28 

Cleft lip with or without cleft palate 10.54 
Gastrointestinal defects 

Esophageal atresia/Tracheoesophageal fistula 2.34 

Rectal and large intestinal atresia/stenosis 4.84 
Musculoskeletal defects 

Reduction defect, upper limbs 3.84 

Reduction defect, lower limbs 1.91 

Gastroschisis 3.82 

Omphalocele 2.07 

Diaphragmatic hernia 2.92 
Chromosomal defects 

Down syndrome (trisomy 21) 12.94 

Trisomy 13 1.31 

Trisomy 18 2.29 


(1.92—2.27) 2.08 


(0.71—0.93) 0.82 
(4.48-5.01) 4.73 
(3.62—4.10) 3.92 


(4.07—4.58) 4.35 
(2.21—2.58) 2.43 


(5.98-6.59) 6.39 
(10.15-10.94) 10.48 


(2.16—2.53) 2.37 
(4.58-5.11) 4.81 


(3.61—4.09) 3.79 
(1.75-2.09) 1.90 
(3.59—4.07) 3.73 
(1.90-2.25) 2.09 
(2.72—3.13) 2.94 


(12.51—13.39) 13.65 
(1.17-—1.45) 1.33 
(2.11—2.48) 2.41 


(1.90-2.26) (763-905) 
(0.71—0.93) 
(4.47-5.00) 
(3.67—4.17) 


(285-373) 
(1,795-2,007) 
(1,478—1,670) 


(4.10-4.62) 
(2.24—2.63) 


(1,644—1 852) 
(900-1051) 


(6.08-6.71) 
(10.08—10.88) 


(2,445-2,689) 
(4,050—4, 368) 


(2.18-2.56) 
(4.54—5.08) 


(878—1,027) 
(1,824—2,039) 


(3.55—4.03) 
(1.73-2.07) 
(3.49-3.97) 
(1.91—2.27) 
(2.73-3.15) 


(1,425-—1,617) 
(695-831) 
(1,402—1,592) 
(769-909) 
(1,095—1 ,262) 


(13.19-14.12) 
(1.18-—1.47) 
(2.22-2.61) 


(5,245-5,613) 
(471-585) 
(881—1,037) 





* Per 10,000 live births 


T Infants with more than one major structural birth defect were included in more than one defect group 
3 National estimates for all defects were based on the average prevalence from the 11 states and adjusted for race-specific distribution of U.S. live births 


18) 


during 1999-2001 (all defects except Down syndrome, trisomy 13, and trisomy 18) or adjusted for maternal age (Down syndrome, trisomy 13, and trisomy 


‘| Average prevalence is a pooled estimate from Alabama, Arkansas, California, Georgia, Hawaii, lowa, Massachusetts, North Carolina, Oklahoma, Texas, 


and Utah 
** Confidence interval 


included in this report vary in the extent to which prenatally 
diagnosed birth defects are ascertained by the surveillance sys- 
tem; four states routinely visit prenatal diagnostic centers to 
ascertain cases, four states obtain some prenatal data from 
sources such as genetics laboratories, and three states do not 
include cases of <20 weeks’ gestation that were ascertained 
from specialized sources for prenatal ascertainment. 


Race/ethnicity-specific prevalence estimates were calculated 


for non-Hispanic white, non-Hispanic black, Hispanic, and 


“other” populations on the basis of pooled data from the 11 
states. To estimate the national prevalence, the pooled race/ 
ethnicity-specific estimates were applied to the racial/ethnic 
distribution of all live births in the United States during 1999- 
2001 (5). Because of the strong association between maternal 
age and chromosomal defects, maternal age-specific prevalence 
estimates were calculated for Down syndrome, trisomy 13, 
and trisomy 18, and the national estimates for these defects 
were adjusted for maternal age (<35 years and >35 years) 


instead of race/ethnicity (6). Using the national prevalence 


estimates, the annual number of U.S. births affected by these 
selected major defects was calculated. By convention, infants 
with more than one defect were counted in each category in 
which they had a defect. 

The average prevalence ranged from 0.82 per 10,000 live 
births for truncus arteriosus to 12.94 for Down syndrome. 
Most estimates clustered near the 11-state average estimate; 
how ever, variation was obset ved between states for each defect. 
For example, hypoplastic left heart syndrome ranged from 1.16 
per 10,000 live births in the state with the lowest prevalence 
to 3.75 in the state with the highest prevalence; cleft palate 
ranged from 3.89 per 10,000 live births in the state with the 
lowest prevalence to 9.65 in the state with the highest preva- 
lence. Variation might have occurred for several reasons, 
including 1) differences in surveillance ascertainment meth- 
ods, 2) differences in maternal risk factors, such as smoking 
or nutrition during pregnancy, 3) differences in the racial/ 
ethnic composition of the population for defects that vary by 


race/ethnicity, 4) differences between urban and rural settings 
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in either environmental exposures OF access to health care, 
and 5) variation attributed to chance. Adjusted for the racial/ 
ethnic distribution (or maternal age for the three chromo- 
somal defects) of live births in the United States during 1999- 
2001, the estimated national prevalence was highest for 
orofacial clefts combined (cleft lip with or without cleft pal- 
ate and cleft palate only), followed by Down syndrome, rectal 
ind large intestinal atresia/stenosis, individual heart defects 
transposition of the great arteries, atrioventricular septal 
defect, and tetralogy of Fallot), and reduction defects of the 
upper limbs (Table). For the defects selected for this analysis, 
the pooled estimates for the 11 states were similar to the 
national estimates, which were adjusted for race/ethnicity or 
maternal age. 

Reported by: \/A Canfield, PhD, TA Ran adhani, PhD, Texas Dept 
f State Health Sur MPH, M] Davidoff, MPH, JR Petrini 
PhD, March of Dimes Birth Defects Foundation, White Plains, NY 


CA Hobb 


WPH, LD Edmoi 


B Ut l Jefects and Dew lof menta Di abi 1lié 


Editorial Note: This report documents substantial progress 
towards improved national prevalence estimates for 18 selected 
major birth defects using population-based active birth 
detects surveillance data. These estimates are important to 
|) plan for health-care and education needs of the U.S. popu 
lation, 2) identify increased occurrences of birth defects in 
specific geographic regions by making comparisons between 
local and national prevalence estimates, 3) serve as a reference 
point for assessment of state surveillance systems, 4) evaluate 
national public health interventions, such as folic acid fortifi- 
cation of cereal and grain products, 5) compare U.S. preva 
lence estimates with those of other countries, and 6) help 
determine the appropriate allocation of resources for basic and 
public health research. Although variation in the prevalence 
of defects between states has been documented previously (7 
national estimates have been made only for the prevalence of 
neural tube defects (4). The population-based estimates in 
this report represent an improvement over the hospital-based 
estimates from BDMP (2) because the source population for 
the denominator is defined on the basis of maternal residence 
at delivery. Typically, hospital-based estimates cannot deter 
mine the geographic region in which patients reside, nor can 
they indicate who would seek care for a major defect at a 


particular health-care facility. 


These estimates help quantify the public health importance 


of these defects and can help improve the planning of services 


for affected children and their families (e.g., the need for spe- 


cific clinical specialists or multi-specialty clinics). Children 
affected by certain birth defects could benefit from the avail- 
ability of multi-specialty clinics to address the coordination 
of multiple needs and continuity of ongoing care in one set- 
ting. For example, a child with a cleft palate might require 
care from multiple specialists, including a plastic surgeon, an 
ear/nose/throat physician, a speech therapist, and an orthodon- 
tist. Because not all states have birth defects surveillance sys- 
tems, the national prevalence estimates can be used by states 
to estimate prevalence in their states and to assess health ser- 
vices and special education programs. States can also use the 
national estimates to evaluate and improve their existing birth 
defects surveillance programs and ensure that affected chil- 
dren are referred to the appropriate services. As of November 
2004, a total of 26 states with birth defects surveillance pro- 
grams had systems in place to ensure that children identified 
by the program were referred to early intervention services. 

NBDPN's efforts to improve the uniformity of case defini- 
tions and data collection and to allow a mechanism for pool- 
ing data make analyses such as these possible. The 11 states 
pooled for these estimates represent approximately 22% of all 
U.S. live births. The racial/ethnic distribution of the 11 states 
overrepresented Hispanic births in comparison with the total 
U.S. population (28% versus 20%); however, the pooled esti- 
mates were similar to the national estimates when adjusted 
for race/ethnicity. This similarity is attributable, in part, to 
the limited variation in the occurrence of most major struc- 
tural birth defects by race/ethnicity (8). 

Che findings in this report are subject to at least five limita- 
tions. First, no attempt has been made to determine the sever- 
ity within each type of birth defect, which limits the utility of 
these data for health-care planning. For example, certain 
orofacial clefts, such as a small unilateral cleft lip, might only 
require a simple one-stage repair, whereas others might 
require repeated surgeries. Second, this analysis could not sepa- 
rate infants with isolated defects from those with more than 
one major defect or those with a recognized syndrome. Third, 
although the distribution of state-specific prevalence estimates 
was narrow, determining how much of the variation is attrib- 
utable to ascertainment differences and how much is attribut- 
able to true differences in prevalence is not possible. The 
prevalence of some of the defects is influenced by the sources 
of prenatal diagnoses used by the surveillance systems, and 
this varies across the 11 states included in the analysis, with 
most of the systems relying primarily on hospital-based sources 
for case-finding. The previous national estimate for neural tube 


defects was stratified by the presence or absence of prenatal 
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ascertainment because the estimates for these two defects are 
affected by the ascertainment of prenatally diagnosed cases. 
The estimated number of spina bifida and anencephaly cases 
each year in the United States was estimated at 1,640 and 
1,380, respectively, using systems with prenatal ascertainment, 
compared with 1,340 and 840, respectively, using systems 
without prenatal ascertainment. This stratification was not 
performed for this analysis because none of the 18 selected 
defects are affected by the presence or absence of prenatal 
ascertainment to the same extent as neural tube defects. For 
this reason, the findings in this report represent a conservative 
estimate of the number of cases each year nationwide by 
using the data from all 11 states in the estimates for the 18 
selected major defects; the estimates for several defects would 
be higher if based only on systems that include prenatal sources 
of ascertainment. Fourth, these national estimates represent 
minimum estimates for the impact of these defects, because 
even those surveillance systems with active case-finding do 
not achieve 100% ascertainment. Finally, some of the most 
common birth defects (e.g., muscular ventricular septal defects) 
are not included among the selected defects because identifi- 
cation of these defects depends on referral patterns and access 
to and use of diagnostic procedures such as high-resolution 
color echocardiography, which are likely to vary by region (9). 

Accurate national prevalence estimates of major birth 
defects are essential because birth defects are the leading cause 
of infant mortality and a major contributor to childhood mor- 
bidity (/,/0). This report represents progress in estimating 
the number of children born affected by these 18 major birth 
defects each year in the United States; nonetheless, continued 
improvement can be achieved by 1) enhancing completeness 
of ascertainment, 2) increasing the consistency of methods 
among birth defects surveillance systems, and 3) expanding 
the number of major birth defects for which reliable and valid 


estimates of national prevalence can be made. 
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Update: Influenza Activity — 
United States, December 18-24, 2005 


During December 18-24, 2005,” the number of states 
reporting widespread influenza activity’ increased to four. Four 
states reported regional activity, five reported local activity, 
and 31 reported sporadic activity (Figure 1).° 

The percentage of specimens testing positive for influenza 
increased in the United States overall. Since October 2, 2005, 
the largest numbers of specimens testing positive for influ- 


enza have been reported from the Mountain (309 positives) 





* Provisional data reported as of December 39. Additional information about 
influenza activity is updated each Friday and is available from CDC at http 
www.cdc.gov/flu 
Levels of activity are 1) widespread: outbreaks of influenza or increases in 

influenza-like illness (ILI) cases and recent laboratory-confirmed influenza in 
it least half the regions of a state; 2) regional: outbreaks of influenza or increases 

in ILI cases and recent laboratory-confirmed influenza in at least two but less 
than half the regions of a state; 3) /ocal: outbreaks of influenza or increases in 

ILI cases and recent laboratory-confirmed influenza in a single region of a 

state; 4) sporadic 


luenza outbreak reported but no increase in cases of ILI; and 5 


small numbers of laboratory-confirmed influenza cases or a 
single int 
Widespread: Arizona, California, New Mexico, and Utah; regional: Kansas, 
Nevada, Oregon, and Texas; /ocal: Colorado, Idaho, Nebraska, Ohio, and 
Washington; sporadic: Alaska, Connecticut, Delaware, Florida, Georgia 
Hawaii, Illinois, Indiana, lowa, Kentucky, Maine, Maryland, Massachusetts, 
Michigan, Minnesota, Mississippi, Missouri, Montana, New Jersey, New York, 
North Carolina, North Dakota, Oklahoma, Pennsylvania, Rhode Island, South 
Carolina, Tennessee, Virginia, West Virginia, Wisconsin, and Wyoming ; no 
activity: Alabama, Arkansas, Louisiana, New Hampshire, and Vermont; no 
report: South Dakota 
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FIGURE 1. Estimated influenza activity levels reported by state 
epidemiologists, by state and level of activity* — United States, 
December 18-24, 2005 





3 


i 











* Levels of activity are 1) widespread: outbreaks of influenza or increases 
in influenza-like illness (ILI) cases and recent laboratory-confirmed influ- 
enza in at least half the regions of a state; 2) regional: outbreaks of influ- 
enza or increases in ILI cases and recent laboratory-confirmed influenza 
n at least two but less than haif the regions of a state; 3) /joca/: outbreaks 
of influenza or increases in ILI cases and recent laboratory-confirmed 
nfluenza in a single region of a state; 4) sporadic: small numbers of labo- 
ratory-confirmed influenza cases or a single influenza outbreak reported 


but no increase in cases of ILI; and 5) no activity 


and Pacific (171) regions, accounting for 44.8% and 24.8%, 
respectively, Of positive tests reported during the 2005—06 


influenza season. The percentage of outpatient visits fot 


- 
influenza-like illness (ILI)* increased during the week ending 


December 24 and is above the national baseline.** The per 
centage of deaths attributed to pneumonia and influenza (P&!1) 
was below the epidemic threshold for the week ending 


December 24 


Laboratory Surveillance 

During December 18-24, World Health Organization 
WHO) collaborating laboratories and National Respiratory 
and Enteric Virus Surveillance System (NREVSS) laborato 


ries in the United States reported testing 1,147 specimens for 


influenza viruses, of which 155 (13.5%) were positive. Of 
these, 94 were influenza A (H3N2) viruses, 60 were othe 


influenza A viruses, and one was an influenza B virus. 





Since October 2, 2005, \WWHO and NREVSS laboratories 
have tested 27,694 specimens for influenza viruses, of which 
690 (2.5%) were positive. Of these, 655 (94.9%) were influ- 


enza A viruses, and 35 (5.1%) were influenza B viruses. Of 
the 655 influenza A viruses, 431 (65.8%) have been subtyped; 
427 (99.1%) were influenza A (H3N2) viruses, and four 


(0.9%) were influenza A (H1N1) viruses. 


P&I Mortality and ILI Surveillance 

During the week ending December 24, P&I accounted for 
7.0% of all deaths reported through the 122 Cities Mortality 
Reporting System. This percentage is below the epidemic 
threshold'' of 7.8% (Figure 2). 

The percentage of patient visits for ILI was 3.1%, which is 
above the national baseline of 2.2% (Figure 3). The percent- 
age of patient visits for ILI increased in eight surveillance 
regions and ranged from 0.9% in the West North Central 


region to 6.3% in the West South Central region. 


Pediatric Deaths and Hospitalizations 

During October 2—December 24, CDC received reports of 
five influenza-associated deaths in U.S. residents aged 
<18 years. Two of the deaths occurred during the 2004-05 
influenza season. 

During October 1—December 10, the preliminary influenza- 
associated hospitalization rate for children aged <4 years 
reported by the Emerging Infections Program was 0.07 per 
10,000. No influenza-associated hospitalizations were reported 
for children aged 5—17 years. During October 30—December 10, 
the New Vaccine Surveillance Network reported no laboratory- 
confirmed influenza-associated hospitalizations among 


children aged <4 years. 


Human Cases of Avian Influenza A (H5N1) 

No human case of avian influenza A (H5N1) virus infec- 
tion has ever been identified in the United States. From 
December 2003 through December 30, 2005, a total of 142 
laboratory-confirmed human cases of avian influenza A 
(H5N1) infections were reported to WHO.** Of these, 74 
(52%) were fatal (Table). All cases were reported from five 


countries in Asia (Cambodia, China, Indonesia, Thailand, and 
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FIGURE 2. Percentage of deaths attributed to pneumonia and 
influenza (P&l) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2005 


Percentage 


Week and year 


* The epidemic threshold is 1.645 standard deviations above the seasonal 
, baseline percentage 
The seasonal baseline is projected using a robust regression procedure 
that applies a periodic regression model to the observed percentage of 
deaths from P&I during the preceding 5 years 


Viet Nam). The majority of cases appear to have been 
acquired from direct contact with infected poultry. No evi- 
dence of sustained human-to-human transmission of H5N1 
has been detected, although rare cases of human-to-human 
transmission likely have occurred (/). 


Reference 
1. Ungchusak K, 


person transmission of avian influenza A 
+0. 


Auewarakul P, Dowell SF, et al. Probable person-to 
H5N1). N Engl J Med 


2005:352:333 


FIGURE 3. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by week — 
United States, 2003-04, 2004-05, and 2005-06 influenza 
seasons 


40 








Week 


* The national baseline was calculated as the mean percentage of visits for 
IL! during noninfluenza weeks for the preceding three seasons, plus two 
standard deviations. Noninfluenza weeks are those in which <10% of labo- 
ratory specimens are positive for influenza. Wide variability in regional 
data precludes calculating region-specific baselines; therefore, applying 
the national baseline to regional data is inappropriate 


TABLE. Number of laboratory-confirmed human cases of avian influenza A (H5N1) infection reported to the World Health 
Organization — woridwide, January 2004—December 2005 





Cambodia China 


indonesia 


Thailand Viet Nam Total 





Year of onset No. Deaths No. Deaths 


No. 


Deaths No. Deaths No. Deaths Deaths 





2003 0 0 
2004 0 0 
2005 4 3 
Total 4 3 


0 
0 
16 


16 


0 0 0 3 3 3 
0 17 12 29 20 32 
11 5 2 61 19 39 


11 22 14 93 42 74 





* As of December 30, 2005 








January 6, 2006 











QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Number of Vaccine Doses* Provided or Prescribed for Patients Aged 
<18 Years, by Vaccine and Setting — United States, 2002-2003 





Eme 


Outpatient departments 


iE 


| Te a. 


MM R 


Vaccine 


“Vaccines are from the Advisory Committee on Immunization Practices recommended childhood and 
adolescent immunization schedule 

' DTaP: diphtheria and tetanus toxoids and acellular pertussis vaccine; DTP: diphtheria and tetanus toxoids 
and pertussis vaccine; Td: tetanus and diphtheria toxoids 
Haemophilus influenzae type b conjugate vaccine 

‘Measles, mumps, and rubella vaccine 


Childhood vaccines primarily are administered in physician offices. During 2002-2003, vaccines were 
administered during 1% of emergency department visits made by children aged <18 years; the majority of 
vaccines administered in emergency departments were tetanus related. In hospital outpatient departments, 
vaccines were administered during 9% of visits made by children aged <18 years. 


SOURCE: National Hospital Ambulatory Medical Care Survey and National Ambulatory Medical Care Survey, 
2002-2003. Available at http://www.cdc.gov/nchs/about/major/ahcd/ahcd1 .htm 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals December 24, 2005, with historical 
data 
CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 
Hepatitis A, acute 
Hepatitis B, acute 
Hepatitis C, acute 
Legionellosis 
Measles. 
Meningococcal disease 
Mumps 
Pertussis 


Rubella” 





i T — 


0.03125 0.0625 0.125 


Ratio (Log scale) 


[-—] Beyond historical limits 


* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 51 of zero (0) 
Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
begins is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 24, 2005 (51st Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 


Anthrax — —_ Hemolytic uremic syndrome, postdiarrheal' 173 175 
Botulism: HIV infection, pediatric™ 255 355 
foodborne Influenza-associated pediatric mortality'** 49 —_— 
infant Measles 62" 2855 
other (wound & unspecified) Mumps 239 
Brucellosis Plague 3 
Chancroid Poliomyelitis, paralytic — 
Cholera Psittacosis' 2 11 
Cyclosporiasis' Q fever’ 64 
Diphtheria Rabies, human . 7 
Domestic arboviral diseases Rubella 
(neuroinvasive & non-neuroinvasive) - Rubella, congenital syndrome 
California serogroup' SARS' ** 
eastern equine’ Smalipox' 
Powassan' Staphylococcus aureus: 
St. Louis’ Vancomycin-intermediate (VISA)' 
western equine’ — Vancomycin-resistant (VRSA)' 
Ehrlichiosis — Streptococcal toxic-shock syndrome’ 
human granulocytic (HGE)' 662 Tetanus 19 27 
human monocytic (HME)' 459 Toxic-shock syndrome 96 89 
human, other and unspecified ' 85 Trichinellosis™ 17 5 
Hansen disease’ 83 Tularemia' 133 120 
Hantavirus pulmonary syndrome’ 22 Yellow fever — _ 


























—: No reported cases. 
* incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
Not notifiable in all states 
Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance). 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update December 3, 2005 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases. Of the 49 cases reported, five were 
,, reported since October 2, 2005 (40th Week). Of these five, only three occurrred during the current 2005-2006 season 
.. Of 62 cases reported, 51 were indigenous and 11 were imported from another country 
ess Of 28 cases reported, 10 were indigenous and 18 were imported from another country. 

Formerly Trichinosis. 


+ 
§ 
© 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 
(51st Week)* 





AIDS Chiamydia' Coccidioidomycosis Cryptosporidiosis 


Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 
NITED STATES 0 5 894.839 902,089 5,017 6,013 7,401 3,513 
N ENGLAND 327 30,767 29,488 329 165 
2,213 2,068 N 26 20 
1,809 1,706 - 35 
16 1,115 39 
028 13,080 138 
103 3,365 
8,154 
110,565 
22,574 
33,492 
254 
245 























Commonwealth 


05 are provisior nd cumulative (year-to-date) 


tr matis 


dence data fo ; 2004 and Z 
niamydia refers t yenital inter Ns caused by C achomal 

. Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update December 3, 2005 

nmtains data reported through National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 


(51st Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 


not serogrouped 


Giardiasis 


Gonorrhea 





Cum. 
Reporting area 2005 





Cum. 
| 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. 
2005 


Cum. 
2004 





UNITED STATES 2,393 


NEW ENGLAND 161 
Maine 15 
N.H 14 
Vt 15 
Mass 63 
R.1 7 
Conn 47 
MID. ATLANTIC 
Upstate N.Y 136 
15 
51 
9a 


E.N. CENTRAL 
Ohio 

Ind 

ill 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 


S. ATLANTIC 


E.S. CENTRAL 
Ky 

Tenn 

Ala 

Miss 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.I 


2,470 
165 
15 
23 

13 
72 
13 
29 


290 
121 
35 


— 
=) 


J 
ic 


— uo uo 
io-OoO- 


Nm 


Ae) — > 
\ “=Ohw NS 
&Z ONN®NO NO- 


354 298 


56 44 
12 1 
2 5 
5 aa 
12 14 
— 1 
25 23 
66 

22 

5 

16 


35 
11 
4 

2 
21 


© 
1 wOZzo 


34 
1 


lmono an- 
aw | 


& nwo!l nao 


B 


w | 


n 


«> 


Nm 


NOZOWNW! 
N j 
mw =-OZO+NN!/ 


nN | 


319 299 
25 16 


25 16 


35 39 
12 2 


12 6 
11 13 
32 
18 
8 
6 


np — | — 1; WO 
Znm of! =$W/! Ooh —-@— 


D mM =_ 
lownbh-o|] = 


U U 
— U 


17,592 19,393 


1,592 1,731 
199 150 
55 46 
182 168 
680 776 
107 122 
369 469 


3,316 3,966 
1,213 381 
836 ,071 
413 501 
854 013 


,754 3,247 
799 793 
N N 
608 796 
757 714 
590 944 
2,191 124 
1,008 797 
270 300 
500 556 
17 24 
80 

85 


|; @ 
~S 


— Ww 
| 


monn 
Zz-Awo 


310,307 


5,560 
140 
176 

58 

2,500 
429 

2,257 


33,063 
6,844 
9,953 
5,289 

10,977 


61,617 
18,918 
7,635 
18,408 
11,517 
5,139 


17,654 
2,903 
1,556 
9,251 

98 
340 
1,104 
2,402 


73,439 
895 
6,933 
2,109 
7,254 
737 
14,300 
8,650 
13,194 
19,367 


26,899 
2,871 
8,630 
8,711 
6,687 


41,653 
4,438 
8,279 
4,091 

24,845 


10,949 
126 
115 
82 
2,810 
1,065 
3,862 
677 
2,212 


39,473 
3,659 
1,536 

32,786 

520 
972 
341 
45 
U 


320,083 


6,689 
210 
131 

85 

3,022 
809 

2,432 


35,510 
7,197 
10,729 
6,610 
10,974 
67,629 
20,297 
6,751 
20,356 
15,250 
4,975 


17,148 
2,896 
1,227 
9,030 

109 
298 
1,101 
2,487 
76,726 
880 
8,082 
2,536 
8,419 
879 

15,146 
9,093 

13,648 

18,043 


26,266 
2,731 
8,475 
8,066 
6,994 


42,764 
4,108 
10,336 
4,384 
23,936 


12,133 
81 
101 
59 
3,016 
1,277 
4,002 
579 
3,018 


35,218 
2,727 
1,269 

29,499 

547 
1,176 


125 
267 
87 
U 

U 





N: Not notifiable U: Unavailable 


No reported cases 


Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 


(51st Week)* 





Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 





Serotype b Non-serotype b 


Unknown serotype 





Cum. Cum. 
Reporting area 2005 2004 








2004 2005 








Cum. Cum. | Cum. 


2004 





Cum. Cum. 
2005 2004 





UNITED STATES 394 149 


ay CA ARIF 464 - 
W ENGLAND 


14 107 


1 10 


117 


189 166 
2 


1 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 
(51st Week)* 





Hepatitis (viral, acute), by type 





A 





oO 
c 
3 


Cum. ; Cum. 
Reporting area 2004 2004 
UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 














a 
N 


5.715 5,40 6,125 


ny 


vy 

=) 
ee) 
O 
Oo 


rb 7 ~“ C 
Ouonmou— 
IM ®D nN — 
oOWOooauww 
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—~MM © ® 

OOoWwWn ®W 
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wae) 
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> oO 


> UM 
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nN 
NM ow 
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rm 
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Oo 


6 
102 


W.S. CENTRAL 
Ark 

La 

Okla 


Tex 


MOUNTAIN 
Mont 


PACIFIC 
Wack 
Wasf 
Oreg 
Calit 
Call 
Alaska 
Hawa 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 





N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and Cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 
(51st Week)* 





Legionellosis Listeriosis Lyme disease Malaria 


Cum Cum. , Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2004 2005 2004 2005 




















ALTE TAT 747 


20,846 18,244 1,233 


ye 5 52 2 


e2) 
wo & @® 


3 
3 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 
(51st Week)* 





Meningococcal disease 





Serogroup 
All serogroups A, C, Y, and W-135 Serogroup B Other serogroup Serogroup unknown 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2004 


UNITED STATES 819 
NEW ENGLAND 24 
4 
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N: Not notifiable U: Unavailable —: No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 


(51st Week)* 





Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 


Salmonellosis 


Shigellosis 








2005 


Cum. Cum. 
2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Reporting area 


1,766 1,550 


N 


1 


3,510 13,667 
293 292 
2) 


14 


17 


18¢ 
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Recommended Childhood and Adolescent 
Immunization Schedule — 
United States, 2006 
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QuickGuide 


Harmonized Childhood and Adolescent 
Immunization Schedule, 2006 

The Advisory Committee on Immunization Practices 
(ACIP) periodically reviews the recommended childhood and 
adolescent immunization schedule to ensure that the sched- 
ule is current with changes in vaccine formulations and 
reflects revised recommendations for the use of licensed vac- 
cines, including those newly licensed. The recommendations 
and format of the childhood and adolescent immunization 
schedule and catch-up schedule for January—December 2006 
were approved by ACIP, the American Academy of Pediatrics 
(AAP), and the American Academy of Family Physicians 
(AAFP) (Figure and Table). 

Che changes to the previous childhood and adolescent 
immunization schedule, published January 2005 (/), are as 
follows: 

¢ The importance of the hepatitis B vaccine (HepB) birth 

dose has been emphasized. Vaccination of infants born to 
hepatitis B surface antigen (HBsAg)-negative mothers can 
be delayed in rare circumstances, but only if a physician's 
order to withhold the vaccine and a copy of the mother’s 
original HBsAg-negative laboratory report are docu- 
mented in the infant's medical record. Administering four 


doses of HepB is permissible (e.g., when combination vac- 


cines are administered after the birth dose); however, if 


monovalent HepB is used, a dose at age 4 months is not 
needed. For infants born to HBsAg-positive mothers, test- 
ing for HBsAg and antibody to HBsAg after completion 
of the vaccine series should be conducted at age 9-18 
months (generally at the next well-child visit after comple- 
tion of the vaccine series). 

A new tetanus toxoid, reduced diphtheria toxoid, and acel- 
lular pertussis vaccine recommended by ACIP for adoles- 


cents (Tdap adolescent preparation) was approved by the 














Food and Drug Administration (FDA) on May 5, 2005, 
for use in the United States. Tdap is recommended for 
adolescents aged 11-12 years who have completed the 
recommended childhood diphtheria and tetanus toxoids 
and pertussis/diphtheria and tetanus toxoids and acellu- 
lar pertusis (DTP/DTaP) vaccination series and have not 
received a tetanus and diphtheria toxoids (Td) booster 
dose. Adolescents aged 13-18 years who missed the age 
11—12-year Td/Tdap booster dose should also receive a 
single dose of Tdap if they have completed the recom- 
mended childhood DTP/DTaP vaccination series. Sub- 
sequent Id boosters are recommended every 10 years (2). 
Meningococcal conjugate vaccine (MCV4), approved by 
FDA on January 14, 2005, should be administered to all 
children at age 11—12 years as well as to unvaccinated 
adolescents at high school entry (age 15 years). Other ado- 
lescents who wish to decrease their risk for meningococ- 
cal disease may also be vaccinated. All college freshmen 
living in dormitories should also be vaccinated with 
MCV4 or meningococcal polysaccharide vaccine 
(MPSV4). For prevention of invasive meningococcal dis- 
ease, vaccination with MPSV4 for children aged 2-10 
years and with MCV4 for older children in certain high- 
risk groups is recommended (3). 

Influenza vaccine is now recommended for children aged 
>6 months with certain risk factors, which now specifi- 
cally include conditions that can compromise respiratory 
function or handling of respiratory secretions or that can 
increase the risk for aspiration (4). 

Hepatitis A vaccine is now universally recommended for 
all children at age 1 year (12-23 months). The 2 doses in 
the series should be administered at least 6 months apart. 
The catch-up schedule for persons aged 7—18 years has 
been changed for Td; Tdap may be substituted for any 
dose in a primary catch-up series or as a booster if age 
appropriate for Tdap. A 5-year interval from the last Td 


dose is encouraged when Tdap is used as a booster dose. 


Vaccine Information Statements 


The National Childhood Vaccine Injury Act requires that 
health-care providers provide parents or patients with copies 
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FIGURE. Recommended childhood and adolescent immunization schedule, by vaccine and age — United States, 2006 





T 


| 1 | 
_|_month | months 


Age >| | 4 
| Vaccine v 


| 
i 
+ 


Birth 


| months 


6 
months 


12 
months 


15 
months 


18 
months 


24 
months 


4-6 
years 


11-12 | 13-14 15 














r 


HepB 


r 


| Hepatitis B’ | HepB" 


| Diphtheria, 


| HepB 
t 
| Tetanus, Pertussis? | | 
} 


| DTaP | DTaP 


Haemophilus 
| influenzae type b~ 


| Inactivated 


Poliovirus 
| Measles, Mumps, 
| Rubella‘ 


| Varicella® 
| Meningococcal® 


} } 


Pneumococcal’ PCV PCV 


| Influenza® 


Hepatitis A° 


Range of re 


AT BIRTH: All newborns 


Hepatitis B vaccine (HepB) 


who are hepatitis 6 surface antigen (HBsAg)-positive 


born to mothers whose HBsAg status is unknowr 


o HBsAq-neaat 


FOLLOWING THE BIRTH DOS 


to HBsAg-positiv 


e 


Diphtheria and tetanus toxoids 


Tetanus toxoid 
vaccine (Tdap adolescent pr 


reduced diphtheria t 


eparatior 


3. Haemophilus influenzae type b conjugate vaccine 
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TABLE. Catch-up immunization schedule for children and adolescents who start late or who are >1 month behind, by age group, 
vaccine, and dosage interval — United States, 2006 


The table below provides catch-up schedules and minimum intervals between doses for children whose vaccinations have been delayed. A vaccine series 
does not need to be restarted, regardless of the time that has elapsed between doses. Use the chart appropriate for the child's age 


CATCH-UP SCHEDULE FOR CHILDREN AGED 4 MONTHS-6 YEARS 
en Minimum interval between doses 
Vaccine p ada Dose 1 to Dose 2 Dose 2 to Dose 3 Dose 3 to Dose 4 Dose 4 to Dose 5 
Diphtheria, 


Tetanus, Pertussis | ° "°°" . 4 weeks 4 weeks 6 months 6 months’ 


Inactivated 
Poliovirus 








8 we 


eks 


Measles, Mumps, 
Rubella 


4 weeks 
Haemophilus 8 WeeKS (as final dose) 8 Week (as final dose)® 
influenza type b® Oe ee eee recrperie adyr queer pee 
YP No further doses needed ee 

stidinenieanbaiiichaieadieind’ No further doses needed 


—4weeks = [4 weeks 


nae =r ge W , , ) 
Pneumococcal’ 8 weeks (as final dose) 8 : COKE (an final dove 
waaay mre ar t  kg No further doses needed 
No further doses needed Or RORY CRON & PREVIOUS CON 














CATCH-UP SCHEDULE FOR CHILDREN AGED 7-18 Y 
Minimum interval between doses 
Vaccine Dose 1 to Dose 2 Dose 2 to Dose 3 Dose 3 to Booster Dose 
6 months 








Diphtheria 4 weeks 6 months 


Inactivated 


Poliovirus? 4 weeks 4 weeks 


Hepatitis B 4 weeks ; 6 weeks SS 


Measles, Mumps, | perm 





Varicella’? 4 weeks 

















. DTaP. The fifth dose is not necessary if the fourth dose was administered after . Hib. If current age is 


rth birth 


<12 months and the first 2 doses were PRP-OMP 
PedvaxHIB® or ComVax® [Merck]), the third (and final) dose should be 
administered at age 12-15 months and at least 8 weeks after the second dose 

. PCV. Vaccine is not generally recommended for children aged >5 years 

. Td. Tdap adolescent preparation may be substituted for any dose in a primary 
catch-up series or as a booster if age appropriate for Tdap. A 5-year interval 
from the last Td dose is encouraged when Tdap is used as a booster dose. See 
ACIP recommendations for additional information 

. IPV. Vaccine is not generally recommended for persons aged >18 years 

. Varicella. Administer the 2-dose series to all susceptible adolescents aged >13 


the 
. IPV. 





1 about vaccines, inciuding precautions and contraindications 
1 vaccine shortages, is available in English and Spanish from 


zation Program at or by telephone 


800-CDC-INFO 
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of Vaccine Information Statements before administering each 
dose of the vaccines listed in the schedule. Additional infor 
mation is available from state health departments and from 
CDC at hetp://www.cdc.gov/nip/publications/vis. 


Detailed recommendations for using vaccines are available 


from package inserts, ACIP statements on specific vaccines, 


j 


ind the 2003 Red Book (5). ACIP statements for each recom 
mended childhood vaccine are available at the CD¢ 
National Immunization Program website at http://www.cdc 


gov/nip/publications/acip-list.htm. In addition, guidance for 


obtaining and completing a Vaccine Adverse Event Reporting 


System form is available at http://www.vaers.hhs.gov or by 


) 7 


telephone, 800-822-796 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 
(51st Week)* 





Streptococcus pneumoniae, invasive disease : 
Streptococcal disease Drug resistant, Syphilis 

invasive, group A all ages Age <5 years Primary & secondary Congenital 
Cum. | Cum. Cum. Cum. Cum. Cum. Cum. | Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 4.175 4.234 2,29 214 108 1f 7 882 514 272 





























380 
NEW ENGLAND 169 f 113 17 { 14 24 
Maine 


MID. ATLANTIC 
Upstate N.Y 


NYC 
N.Y. City 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 24, 2005, and December 25, 2004 
(51st Week)* 





Reporting area 


Tuberculosis 


Typhoid fever 


Varicella 
(chickenpox) 


West Nile virus disease* 





Neuroinvasive 


Non-neuroinvasive’ 





Cum. Cum. 


2005 


2004 


Cum. Cum. 


Cum Cum. 


Cum. Cum. 








2005 


2004 





2005 


2004 





2005 


2004 





Cum. 
2005 





NITED STATES 
NEW ENGLAND 


Maine 


D. ATLANTIC 
pstate N.Y 


t 


CENTRAL 


MOUNTAIN 


Mont 
1 


at 


Amer. Samoa 
N.M.1| 


11,370 13,537 


365 


47 


265 
24 


308 
23 


U 


U 


26,298 


2,302 
213 
418 
128 


543 


U 


28,866 
3,563 
351 


1,182 


9 


1,142 


1,493 


—~Wth 


@ at af 
Omomanuwo 


o> 


> 
“= MM 
bha~c 


fe) 


4 
2 
90 
8 





N: Not notifiable U 


Unavailable 


) reported cases 


C.N.A 


Commonwealth 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 


Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases ArboNet Surveillance) 


5 Not previously notifiable 


of Northern Mariana Is 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 24, 2005 (51st Week) 
All causes, by age (years) All causes, by age (years) 








' j | 
All P&I All 
Reporting Area Ages >65 45-64 | al Fe | <1 | Total Reporting Area Ages >65 45-64 = 1-24 | 


-=W ENGLAND 581 424 11€ 


nM 

















TLANTIC 296 800 305 118 46 
aSS 3 J yo 1 Z 4 1 tlanta, Ga 18 00 39 1€ 














1320 MMWR January 6, 2006 





FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals December 31, 2005, with historical 
_ CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, acu 353 
Hepatitis B, acut 227 
Hepatitis C, acut 31 

97 


0 





- T os ae T T 


0.03125 0.0625 9.125 0.25 0.5 


Ratio (Log scale) 


Beyond historical limits 


t 4-week period yielding a ratio for week 52 of zero (0) 


s (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 


of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 31, 2005 (52nd Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 
Anthrax Hemolytic uremic syndrome, postdiarrheal' 187 200 
Botulism HIV infection, pediatric™ 255 
foodborne E Influenza-associated pediatric mortality'** 
infant B0 8 Measles 
other (wound & unspecified) 29 2¢ Mumps 
Brucellosis 07 § Plague 
Chancroid 5 30 Poliomyelitis, paralytic 
Cholera 5 Psittacosis' 
Cyclosporiasis 3c 2 Q fever’ 
Diphtheria - - Rabies, human 
Domestic arboviral diseases Rubella 
(neuroinvasive & non-neuroinvasive) - Rubella, congenital syndrome 
California serogroup’ 16 SARS' ** 
eastern equine 2 ) Smallpox 
Powassan Staphylococcus aureus 
St. Louis’ ) K Vancomycin-intermediate (VISA)' 
western equine Vancomycin-resistant (VRSA) 
Ehrlichiosis Streptococcal toxic-shock syndrome 
human granulocytic (HGE)' 7( 538 Tetanus 
human monocytic (HME)' 345 Toxic-shock syndrome 
human, other and unspecified ' 70 Trichinellosis™ 
Hansen disease’ 89 105 Tularemia' 
Hantavirus pulmonary syndrome’ 22 25 Yellow fever 


























No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
« Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update December 3, 2005 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases. Of the 49 cases reported, five were 
, reported since October 2, 2005 (40th Week). Of these five, only three occurrred during the current 2005-2006 season 
e<« Of 62 cases reported, 51 were indigenous and 11 were imported from another country 
eo Of 37 Cases reported, 10 were indigenous and 27 were imported from another country 
Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 
(52nd Week)* 





AIDS Chlamydia’ Coccidioidomycosis Cryptosporidiosis 

‘ Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 
UNITED STATES 906,387 929,462 5,145 6,450 
NEW ENGLAND 31 
Maine 


9 
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336 

N 27 
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Pa 
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Ohic 
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Mict 


Wis 

W.N. CENTRAL 
Minn 
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w rn j 
oo-N@OOO 


Ww 
op 


S. ATLANTIC 
Del 
Md 
D.C 
Va." 


MOUNTAIN 


: U 
U U 





t notifiabie U: Unavailable N 


O reported c 


p pases C.N.M.1.: Commonwealth of Northern Mariana Islands 

re provisional and cumulative (year-to-date) 
trachomatis 

~ Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update December 3, 2005 


Contains data reported through National Electronic Disease Surveillance System (NEDSS). Due to a technical problem with hardware, data from these states are not 
included this week 


j 
¥ 
* Incidence data for reporting years 2004 and 2005 a 


5 
. Chlamydia refers to genital infections caused by C 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and Janu 


(52nd Week)* 


ary 1, 2005 





Escherichia coli, Enterohemorrhagic (EHEC) 



































Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 

Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
INITED STATES 2,461 2,544 352 315 322 311 18,126 20,648 314,370 330,132 
NEW ENGLAND 155 172 52 46 24 16 1,626 1,794 5,601 7,164 
Maine 15 16 12 2 — — 203 155 143 210 
N.H 14 24 2 5 — — 55 48 180 133 
vt 15 13 5 - — 182 168 59 86 
Ma 64 73 15 14 24 16 696 787 2,533 3,057 
R 7 15 - 1 — — 107 130 429 816 
nt 4 31 18 24 -- — 383 506 2,257 2,862 
MID. ATLANTIC 306 300 44 70 35 41 3,376 4,149 33,495 36,669 
Jpstate N.Y 138 126 23 48 12 22 1,238 1,528 6,935 7,719 
NY. City 15 35 - = 845 1,085 10,109 11,018 
N 92 61 5 6 12 6 419 507 5,327 6,696 
Pa 1 78 16 16 11 13 874 1,029 11,124 11,236 
N. CENTRAL 486 479 35 48 21 32 2,923 3,298 62,329 70,344 

t 149 102 11 4 10 18 817 807 19,197 20,467 
13 56 - — N N 7,635 6,851 

51 107 1 7 2 8 608 807 18,629 20,597 
Mict 83 86 2 1 8 6 718 11,707 17,376 
130 128 21 2 1 — 966 5,161 5,053 

N.N. CENTRA 417 483 40 4 65 23 2,328 2,763 17,986 17,527 
M 34 11 24 1€ 37 5 1,121 1,397 2,995 2,957 
va 2€ 119 — — 275 301 1,580 1,249 

M 76 38 10 19 13 7 518 57€ 9,414 9,218 
ak 5 1 7 17 25 98 110 

Dak r€ 3 3 2 — 113 87 352 304 
Jebr 3 55 3 4 4 - 85 154 1,129 1,147 
kK 43 43 10 4 199 221 2,418 2,542 
ATLANTIC 44 81 88 39 124 170 2,551 3,063 74,409 79,944 

De ] N N N N 60 47 913 894 
M 3 3 32 6 11 a 160 7,067 8,297 
1 76 2,189 2,568 
Va 47 41 34 21 20 563 7,254 8,565 
W. Va 3 1 1 63 749 892 
N.¢ 64 158 h N 14,300 15,194 
5. 7 1 1 3 9 130 8,811 9,171 
3a 17 7 - 557 898 13,298 15,783 
: 144 4 3 4 25 I 391 1,126 19,828 18,580 
E.S. CENTRAL 131 1 C 7 34 16 6 426 27,434 26,602 
Ky 47 31 1 23 10 N 2,935 2,758 
Tenr 47 42 4 11 6 237 8,738 8,475 
Ala 30 32 — 189 9,000 8,206 
Mis 7 16 6,761 7,163 
W.S. CENTRAL 53 3 14 9 13 314 346 41,826 43,499 
rk 10 18 83 123 4,490 4,137 
4 4 4 11 1 3 3 58 57 8,400 10,538 
)kla 24 4 2 4 173 166 4,091 4,453 
Tex 15 ‘ - 4 6 N N 24,845 24,371 
MOUNTAIN 15 44 58 10 — 1,481 1,583 11,124 12,356 
Mont 16 1€ 80 2 132 88 
dah 29 13 17 7 151 212 118 103 
Wy 8 3 30 27 86 59 
Col 68 51 3 1 1 523 515 2,864 3,054 
N. Mex 13 10 10 9 - - 85 75 1,065 1,306 
Ariz 33 27 N N N N 155 176 3,943 4,065 
Utah 38 47 28 0 - 408 365 704 603 
Nev 10 27 2 1 49 131 2,212 3,078 
PACIFIC 459 471 11 2 — 3,111 3,226 40,166 36,027 
Wash 126 153 — 361 444 3,659 2,810 
Oreg 151 68 11 2 — — 388 441 1,563 1,302 
Calif 157 238 2,202 2,160 33,429 30,155 
Alaska 12 2 99 101 524 567 
Hawaii 13 10 — - 61 80 991 1,193 
Guam N N - 5 _ 125 
PR 2 5 — 206 301 343 269 
vi ' — - 45 87 
Amer. Samoa U U U U U U U U U U 
C.N.M.I - U - U — U U — U 





N: Not notifiable 


U: Unavailable No reported cases C.N.M.1 


Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 
(52nd Week)* 





Haemophilus influenzae, invasive 
All ages Age <5 years 

All serotypes Serotype b Non-serotype b Unknown serotype 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 2,028 2,085 7 19 108 135 192 177 
NEW ENGLAND 193 - 1 10 10 2 
Maine 15 - — — — 
N.H 3 22 - 2 — 1 
Vt 1 
Mass 
R.1 
Conn 
MID. ATLANTIC 
Upstate N.Y 
N.Y. City 
N.J 
Pa 
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reporting years 2004 and 2005 are provisio cumulative (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 
(52nd Week)* 








Hepatitis (viral, acute), by type 
A B 





Cum. Cum. 
Reporting area 2005 2004 
UNITED STATES 284 5,9 5,497 6,741 














NEW ENGLAND 510 5 286 393 
Maine ; , 12 
28 
5 
210 
3 
28 
MID. ATLANTIC 3 065 
Upstate N.Y 0 , 97 
NLY. City 28 352 125 
N 3 625 
Pa Of 157 218 
E.N. CENTRAL 377 524 5 
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U 
N: Not notifiable U: Unavailable —: No reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 
(52nd Week)* 





Legionellosis Listeriosis Lyme disease 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 
UNITED STATES 2,050 2,125 798 750 21,304 19,859 1,252 
NEW ENGLAND 125 112 2,898 3,632 
Maine 228 225 
i 220 228 

49 50 
1.232 1,532 
32 249 
137 348 
352 783 
181 744 
356 
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3,985 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 


(52nd Week)* 





Reporting area 


Meningococcal di 








All serogroups 


Serogroup 
A, C, Y, and W-135 


Serogroup B 


Other serogroup 


Serogrou 


Dp unknown 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. 
2005 2004 





Cum. 





Cum. 
2005 2004 


Cum. 





Cum. 
2005 


Cum. 
2004 








NITED STATES 
NEW ENGLAND 
Maine 
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* Incidence data for 


U: Unavailable 


No reported cases 


C.N.M.| 


reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 


Commonwealth of Northern Mariana Islands 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 
(52nd Week)* 





Rocky Mountain 

Pertussis Rabies, animal spotted fever Salmonellosis Shigellosis 

Cum. |; Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting area 2005 | 2004 2004 2005 2004 2005 2004 2005 2004 

UNITED STATES 21,003 25,827 5,277 6 1,843 1,738 1,820 42,207 13,749 14,631 

NEW ENGLAND 1,325 2,328 2,058 2,087 296 297 

Maine 37 196 153 110 10 13 

N.H 119 134 

Vt 86 180 
996 698 

34 53 

Conn 53 67 

MID. ATLANTIC 324 

Upstate N.Y 568 

N.Y. City 85 

N.J 228 

Pa 443 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 
(52nd Week)* 





Streptococcus pneumoniae, invasive disease 





Streptococcal disease, 
invasive, group A 


Drug resistant, 
all ages 


Syphilis 





ears Primary & secondary 


Age <5 


Congenital 





Cum. 








Cum. 
Reporting area 2004 


Cum. 


2005 2004 


Cum. 
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2005 2004 2005 2004 
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N: Not notifiable U: Unavailable 


No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 31, 2005, and January 1, 2005 
(52nd Week)* 





Varicella West Nile virus disease‘ 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 
UNITED STATES 11,547 14,157 271 322 26,532 
NEW ENGLAND 

Maine 

N.H 

Vt 

Mass 

R.1 

Conn 

MID. ATLANTIC 
Upstate N.Y 





Non-neuroinvasive 
Cum. 
2004 2005 
32,868 1,182 1,142 1,493 
25 24 2,302 5,334 9 - 4 
- 213 363 a 
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128 413 
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TABLE Ill. Deaths in 122 U.S. cities,* week ending December 31, 2005 (52nd Week) 





All causes, by age (years) 


All causes, by age (years) 





P&l' 








Reporting Area 








Reporting Area | anil 25-4 | 1-24 | 
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St. Petersburg, Fla 
Tampa, Fla 
Washington, D.C 
Wilmington, Del 
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Lexington, Ky. 
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Mobile, Ala 
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Nashville, Tenn 
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Unavailable No reported cases 


"Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 


currence and by the week that the death certificate was filed. Fetal deaths are r 
Pneumonia and influenza 


rot included 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
‘Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


* Total includes unknown ages 
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